all branches of medicine; but the medical directories of 1853 show that only 11 808 'doctors' were qualified.... For a man to become a doctor, by formal means or otherwise, was furthermore no guarantee of security let alone success."3 The BMA finally set the profession's house in order with the Medical Act in 1858,4 but since then the success of medicine in attracting and training high-quality candidates has unfortunately left the profession in 1982 with well-qualified doctors who have "no guarantee of security let alone success." At least, that is the broadly held view of the BMA's younger members and they have been singularly successful in persuading Parliament5 and the Government6 that this is so. Parliament's Short Report has become the junior doctors' manpower guidebook, and their articulate representatives were naturally disappointed that they failed to persuade the ARM to welcome the report. Instead, the meeting endorsed the BMA Council's comments on it7 and referred to the Council its recommendations to consultants that the Bolt proposals8 (now out to ballot among certain consultants (p 311)) "were a suitable method of correcting the career imbalance in the hospital staffing structure."
With 17 priority motions and amendments on manpower, most views on most aspects of the subject must have been heard, but to judge from the final decisions (17 July, pp 232, 233) and public utterances (p 313) the necessary compromise between juniors and seniors on the critical question of consultant expansion and junior staff contraction may be closer. Juniors and seniors would certainly agree on one ARM conclusion-that patients will benefit from consultant expansion only if it is properly funded. That echoed a section of the Chairman of Council's thoughtful opening address, where he warned the Government and public that "the allocation [ 
Water intoxication and oxytocin
Oxytocin infusions may cause water intoxication-an unusual but not rare occurrence. The first report,' in 1962, was of a patient who had received large doses of oxytocin to evacuate the uterus in a missed abortion. A review2 in 1975 found 23 reported cases, but the condition is probably much more common than this suggests: small series in single hospital units have since been described from New York,3 Leeds,4 and Birmingham.5 The problem is most likely to arise as a result of prolonged attempts to empty the uterus in missed abortion or midtrimester termination of pregnancy, but it has also been described after oxytocin infusion in patients with hydatidiform mole,4 incomplete abortion,6 and postpartum haemorrhage7; in induction of labour8; and even in the augmentation of spontaneous labour.5
The water intoxication causes a profound hyponatraemia, and this was originally attributed to haemodilution with infused water.9 Since, however, the fall in the plasma sodium concentration is in some cases greater than could be explained on the basis of dilution alone other possibilities include an increased excretion of sodium in the urine'0 and a shift of sodium from extracellular to intracellular fluid. 4 Irrespective of the mechanisms, there seems to be a clear relation between symptoms and plasma sodium concentration. The critical range associated with the risk of fits is probably 120-125 mmol(mEq)/l. 4 Though most patients had been given high-dose oxytocin infusions, the quantity of the infused fluid is more important than the oxytocin concentration. Even very low doses of oxytocin (2-5 mU/min) are antidiuretic, and this effect becomes apparent within 10-15 minutes of the start of the infusion." Irrespective of the oxytocin concentration, however, in virtually all reported cases of oxytocin-induced hyponatraemia the patients have received more than 3-5 litres of infused fluid, usually 5% dextrose in water. In the only reported exception the patient also received very large quantities of buccal oxytocin.'2 Another factor contributing to hyponatraemia-is the antidiuretic effect of the pethidine and morphine'3 commonly used for analgesia with oxytocin infusions.
Water intoxication usually presents with fits and loss of consciousness, but in some cases there may be preceding signs such as a rise in the venous pressure, bounding pulse, and tachycardia."1 Alterations in levels of consciousness are difficult to spot in labour but have been retrospectively noted in some patients.5 The diagnosis depends on recognition that the condition may be present. As it is unusual, other conditions such as eclampsia may initially be suspected; but the patient is usually normotensive and will not have proteinuria, though she may have oedema. The diagnosis is confirmed by measurement of the electrolyte concentrations in the blood.
Treatment consists of stopping the fits and ensuring adequate respiration, ifnecessary by means ofartificial ventilation. The infusion of oxytocin and dextrose in water must be stopped. Isotonic saline should be slowly infused to return the serum sodium concentration towards normal, and this will be followed by a physiological diuresis, which may then be assisted by frusemide or other rapidly acting diuretics. Alternatively, hypertonic saline may be considered. ' 
